Introduction
Delirium is a common syndrome. A patient with delirium is characterised by inattention and a disturbance in consciousness, which is caused by the direct physiological consequences of a general medical condition. Delirium develops over a short time, fluctuates (often worse at night) and is associated with perceptual disorders such as hallucinations. 1 There are three clinical subtypes of delirium: 'hyperactive', 'hypoactive' and 'mixed', which are distinguished by arousal and psychomotor behaviour. 2 Patients with hypoactive delirium are lethargic and quiet. They may appear docile and co-operative, but on closer examination they are inattentive and unable to organise thoughts. Hyperactive delirium is less common, but more easily recognised -patients are typically agitated and aggressive and may be a danger to themselves and staff. Delirium affects a patient' s level of consciousness and cognition. Consciousness is a combination of arousal and content, that is: first, how awake is the patient; and second, is he or she able to make sense of the environment?
Why is delirium important in the ICU?
Although delirium may occur in up to 69% of ventilated patients in the UK, 3 it was, until recently, unrecognised or dismissed as inevitable and benign in intensive care unit (ICU) practice. Monitoring cognitive function in critically ill patients is essential because, after adjusting for severity of illness, age and comorbidities, delirium is an independent predictor of death in mechanically ventilated ICU patients. 4 Compared with patients without delirium, patients affected by delirium are three times more likely to die at six months following ICU admission (Figure 1 ). 4 The risk of cognitive impairment following discharge from the ICU in patients who develop delirium is increased nine times compared with patients without delirium. 4 More importantly, delirium is also associated with long-term cognitive impairment after discharge from hospital, even after controlling for preexisting cognitive impairment and early dementia. 5 This has implications for patients' quality of life and independence. An episode of delirium results in a threefold increase in the likelihood of discharge to long-term care. 6 There is also evidence that delirium triggers and accelerates the trajectory of cognitive decline in patients with Alzheimer' s disease. 7 Apart from its impact on patients and their families, delirium also has important economic implications for ICUs and hospitals. Patients with delirium have significantly longer ICU and overall hospital stays, resulting in a 1.4-fold increase in ICU costs and a 1.3-fold increase in overall hospital costs. 8
Routine monitoring of delirium
Routine screening for delirium in critically ill patients has been recommended by the Society for Critical Care Medicine (SCCM) since 2002. 9 Without a screening tool, ICU clinicians will miss delirium, even when they are looking for it, in around two thirds of cases. 10 The risk of dying is increased with increasing number of days spent in delirium, 11 but to manage delirium you first have to recognise it. Once delirium has been identified, the clinicians can determine and treat, if possible, the precipitating cause(s). In the ICU, delirium is often a result of pharmacological interventions or multi-system illnesses. 12 Clinicians are used to routinely monitoring the function of other major organs such as the heart, lungs and kidneys, but there has been some reluctance to implement monitoring of brain function in the ICU. 13 Potential reasons include a perceived complexity or lack of familiarity with assessment tools and the false belief that existing tools are designed for research rather than clinical practice. 14 In fact two validated tools are useful in intubated patients. There is concern about a lack of clarity about the responsibility for the assessment and the time constraints on professionals who already have a heavy workload. 14 However evidence shows that, once familiar with screening, nurses will often screen more than once a shift if concerned about a patient' s mental status. 15 Furthermore, there are misconceptions that highly sedated patients, who tend to be unwell, cannot be screened. 14
Delirium screening instruments
The Confusion Assessment Method for the Intensive Care Unit (CAM-ICU) 12, 16 and the Intensive Care Delirium Screening Checklist (ICDSC) 17 are two validated screening instruments that
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can be used in intubated patients. Both were designed for use at the bedside by clinicians, are easy to use and need no equipment. They require little training and the CAM-ICU on average takes two to three minutes to complete. 12 Both the CAM-ICU and the ICDSC can be used even in sedated patients, though patients must be responsive (able to open their eyes and keep them open in response to a verbal stimulus, usually their name). Optimum, analgesia-based sedation, with the goal of ensuring patients are calm, comfortable, cooperative and communicative, affords regular and accurate assessments for delirium to be made.
Confusion Assessment Method for the Intensive Care Unit
The CAM-ICU is a modified version of the original CAM screening instrument. 12 Patients' responses to verbal stimuli provide a classification of either positive or negative for delirium at any point in time. Experience suggests that the CAM-ICU can usually be used to screen for delirium once a shift. However, because delirium fluctuates, repeated assessments can be made to monitor the patient' s mental status over time if necessary.
The CAM-ICU assesses four components of delirium (Figure 2 ): 12 • altered or fluctuating mental status • inattention • disorganised thinking • altered level of consciousness.
When assessing altered mental status, it is also useful to talk to the patient' s relatives to establish a baseline, particularly if the patient may have pre-existing cognitive impairment. Inattention is assessed by testing whether the patient can pay attention long enough to squeeze the clinician' s hand on the 'A' s in a 10-letter sequence, such as SAVE A HAART. Disorganised thinking is assessed by asking the patient four questions from a choice of two sets provided, and then asking him or her to follow a command. Altered levels of consciousness can be identified by monitoring the patient to see if they are anything other than 'alert'. A patient is defined as delirious if they have an altered mental status and are inattentive and show either disorganised thinking or an altered level of consciousness. 12
Intensive Care Delirium Screening Checklist (ICDSC)
The ICDSC is a checklist of eight items recorded over a period of time, usually a nursing shift (Figure 3) . 17 Each item uses as much routinely collected data as possible, and scoring is simple. One point is allocated if a patient shows an item from the list at any time during the course of the observation period. If the patient scores four or more points, he or she is considered to have delirium. The ICDSC is a quick and easy-to-use tool to identify features that might indicate delirium in the ICU. It is worth noting that the ICDSC relies on subjective interpretation by the observer, for example for inattention.
Managing delirium in the ICU
Before introducing routine assessment of delirium into ICU practice, it is important to agree local management guidelines for when a patient screens positive. Ideally these discussions should involve all professionals in the ICU multidisciplinary team in order to promote adherence and to ensure that appropriate action is taken.
Consider assessing all patients on admission to ICU for predisposing risk factors for delirium. Predisposing factors associated with an increased risk of developing delirium are: 18 If a patient develops delirium, it is essential to discover and then manage the precipitating cause(s). Delirium is always caused by something. Potential causes include sedative, hypnotic and narcotic drugs, primary neurological disease, such as stroke or intracranial bleeding, and intercurrent physical illnesses. 18 It is therefore essential to review medication regularly, withdrawing deliriogenic drugs whenever possible, and to screen for and optimise the treatment of precipitating illness such as infection, shock or hypoxia. It is also helpful to optimise the patient' s orientation and reduce stress -for example, by ensuring hearing aids or glasses are to hand, providing appropriate lighting and reminders of time and day. 19 Effective management of sedation using daily sedation targets and avoiding excessive or oversedation, may also help aid patient orientation.
If the patient is very agitated, an antipsychotic should be given. The first line drug of choice is intravenous haloperidol. The author' s practice is to use a starting dose of 2.5 mg, doubled and repeated if delirium persists. Half the starting dose is used in frail and elderly patients. Note that haloperidol takes 30 to 40 minutes to work. Due to the risk of torsades de pointes (a ventricular arrhythmia), haloperidol should not be given to patients with a QTc interval >500 msec and should be given with extreme care if the QTc is >450 msec. 20 If haloperidol is ineffective, olanzapine is an alternative 21 and can be given intramuscularly and enterally. Benzodiazepines should be avoided, where possible, to treat delirium in critically ill patients. Not only is there no evidence to support their use, 22 but these drugs are also deliriogenic. 23 Ideally, benzodiazepines should be reserved for the treatment of alcohol withdrawal 24 or when patient or staff safety is at risk.
Conclusions
Delirium is a serious cause for concern in ICU patients because it predicts poor outcomes including death and long-term cognitive impairment. Screening is essential because otherwise delirium will likely be missed. It is easy to assume that a calm, docile patient is not delirious, but hypoactive delirium is a common subtype seen in the ICU. The inability to monitor a patient' s mental status is an important drawback of deep sedation. In contrast, optimum, analgesia-based sedation enables nurses and physicians to use validated and reliable instruments such as the CAM-ICU to identify and, therefore, manage delirium in their critically ill patients. Command:
• Ask the patient to raise two fingers with one hand and then to do the same with the other hand. • (Do not instruct the patient to raise two fingers a second time, but instead instruct them to do the same with the other hand).
Feature 3: Disorganised thinking
• Ability to answer four simple questions and follow one simple command As well as information on delirium for professionals and patients, there are teaching resources and videos.
What non-pharmacological interventions can reduce ICU delirium?
Non-pharmacological interventions include:
• mobilising patients early • if a patient wears glasses make sure they are available • orientate the patient regularly in time and place • manage constipation • remove urinary catheters if possible • ensure patients are able to have a good night' s sleep.
How often should patients be routinely screened?
Patients should be screened for delirium at least once per shift or more often if the clinician is concerned about a patient' s mental status.
Which patients cannot be assessed for delirium?
If patients are sedated so that they do not wake up to their name being called or in response to light physical stimulation, they cannot be assessed for delirium. Furthermore, it can be difficult if there is a language barrier. If the patient has severe weakness, the picture series (accessible from www.icudelirium.org) can be useful.
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